Study aim: This study investigated the relationship of clinical characteristics of morbidity (CCM) and marital status with health-related quality of life (HRQoL) among patients with low back pain (LBP). Material and methods: A total of 100 subjects with LBP of mechanical origin participated in this study. HRQoL of the participants was measured with the short form-36 (SF-36) questionnaire and CCM were categorized based on duration of onset of LBP in weeks into acute (<6 weeks), sub-acute (6-12 weeks) and chronic (>12 weeks). The relationship of CCM and marital status with HRQoL was analysed using Pearson's product moment coefficient of correlation. Results: The outcome of this study showed that CCM correlated poorly and inversely with all domains of HRQoL except mental health, though that was insignificant (p > 0.05). Also, a proportionate but insignificant relationship was found between marital status and domains of HRQoL except physical functioning and role limitations due to physical health problems. Conclusion: It was therefore concluded that CCM and marital status cannot determine or predict HRQoL among LBP patients, and it might not be necessary to take them into consideration during rehabilitation of these individuals.
Introduction
Low back pain (LBP) is an important clinical, social, economic and public health problem affecting the population indiscriminately, i.e. it affects almost everyone in life, men and women equally across various strata of the society from laymen in the street to health care providers in health institutions. It is a disorder with many possible aetiologies, and its impact is pervasive. However, the vast literature available on LBP is not only heterogeneous but also contradictory. The Global Burden of Disease (GBD) estimated that LBP is among the top ten DALYs (disability-adjusted life years) causing diseases and injuries. Moreover, it is a major cause of disability that affects work performance and well-being. It can however be acute, subacute or chronic [7] . Across the populace, the elderly, sedentary workers including chief executives, professional drivers and weight lifters are all apt to develop LBP at one time or another [20] . LBP is a symptom that cannot be validated by an external standard, the symptom being what a person reports [14] .
Consequently, LBP is rarely fatal but profoundly affects functioning, so the health-related quality of life (HRQoL) of the patients with LBP is significantly lower than healthy persons in the physical and psychological domains. Although there were significant correlations of HRQoL with pain intensity and lumbosacral radiculopathy, it is more important to improve the disability status rather than simple pain relief for the promotion of HRQoL [9] . The results further revealed that patients with LBP suffer not only from physical discomfort but also functional limitation that might cause disability and interfere with their quality of life (QoL). Acute LBP is usually defined as the duration of an episode of LBP persisting for less than 6 weeks, sub-acute LBP persists between 6 and 12 weeks, and chronic LBP persists for 12 weeks or more [26] . Furthermore, chronic LBP is the most common complaint of the working-age population and hampers the QoL, causing physical limitation and psychological distress, which may sometimes lead to disability. In addition to human suffering, it causes a substantial economic burden due to the wide use of medical services and absence from work [19] . Although in most patients acute LBP resolves with conservative treatment or without any treatment, the back pain appears to recur and becomes chronic more often than expected [9, 11] . It has also been affirmed that subacute LBP can be treated successfully with an approach that includes a clinical examination and information to the patient about the nature of the problem to reduce fear and motivate them to resume light activity [10] . Wheeler revealed that chronic LBP is the most expensive benign condition in industrialized countries and the most common cause of activity limitation in persons younger than 45 years [28] .
From the World Health Organization's perspective, QoL is a broad concept that incorporates a person's perception of his or her physical health, psychological state, level of independence, social relationships, personal values and beliefs, and interaction with the environment [6] . HRQoL, which has received significant attention in medicine and allied health fields, represents a subset of overall QoL and includes those aspects of QoL that are directly related to an individual's health and perhaps the target of clinical intervention. It has been asserted that one way of capturing the personal and social context of wellness is to use a QoL measure [4] . Health professionals frequently make quality of life judgments when making decisions about the care of patients [15] , and the professional view of the expected QoL is often the key factor in determining whether effective treatment for a life-threatening condition will be given or withdrawn [22] . Therefore, it is important to assess the disability status and QoL in persons with LBP to characterize the natural history of the condition, assess treatment effectiveness, and develop an appropriate health and disability policy.
Accordingly, morbidity and prognosis of clinical conditions such as LBP might be differently influenced by its gradients within specific regions of the world. Additionally, the overall impact of LBP which includes physical discomfort, functional limitation and emotional discomfort characteristically affects sufferers' HRQoL [9, 21] . This is because health has been defined as a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity [29] . Conjointly, individuals with chronic pain have been reported in a study to have lower HRQoL [2] . Also, in another important study, patients with chronic pain had a lower QoL, especially those with LBP and multiple pain localizations [13] . On the other hand, marital status has been reported to be minimally related to HRQoL in LBP patients in some developed countries [3, 5, 25] . A study also established the significant impact of marital status on HRQoL in LBP patients [1] . QoL is considered to be influenced by several factors including social, cultural and environmental factors. Several demographic and clinical factors are said to influence HRQoL. Some of the implicated clinical factors include physical, psychological, acute or chronic clinical conditions and pain intensity [9, 23, 24] , and the demographic factors are age, gender, ethnicity, marital status and socioeconomic status [8, 12, 16] . It is worth noting that gradients of LBP are never the same across communities in the same country and neither are they the same across countries. For this reason the impact of clinical characteristics of morbidity (CCM) and marital status on HRQoL and contextually on LBP may not be the same as found elsewhere. The study investigated the interface of CCM and marital status with HRQoL among patients with LBP.
Research hypotheses
The following hypotheses were formulated and tested at the 0.05 alpha level. 1. Marital status will have no significant correlation with HRQoL in patients with LBP. 2. Clinical characteristics of morbidity (CCM) will not significantly associate with HRQoL in patients with LBP.
Material and methods

Research design
This was a correlational survey study of the interface of marital status and CCM with HRQoL among LBP patients in Kano metropolis.
Population
The population for this study included adults with LBP of mechanical origin attending a rehabilitation programme in the three tertiary health institutions in Kano (Aminu Kano Teaching Hospital (AKTH), Murtala Muhammed Specialist Hospital (MMSH), and National Orthopaedic Hospital, Dala (NOH).
Sample size and sampling technique
A total of 100 subjects with LBP of mechanical origin attending a rehabilitation programme in the abovementioned hospitals participated in this study. They were recruited using the proportionate random sampling technique.
Data collection instruments
The short form-36 (SF-36), a 36-item tool structured into 8 domains -namely, physical functioning (PF), role limitations due to physical health problems (RP), bodily pain (BP), general health perceptions (GH), vitality (VT), social functioning (SF), role limitation due to emotional problems (RE), and mental health (MH) -was used to assess HRQoL, and also CCM were categorized based on duration of onset of LBP in weeks into acute (<6 weeks), subacute (6-12 weeks) and chronic (>12 weeks).
Validity and reliability of data collection instrument
The SF-36 is an internationally validated generic questionnaire, and its reliability was calculated to be 0.84 to 0.91 (r = 0.84-0.91).
Data collection procedure
Approval from the Ethical Committees of the abovementioned hospitals was obtained for permission to conduct this study, and the subjects were then recruited consecutively. Informed consent was sought from the subjects, and thereafter the objectives of the study were explained to the respondents. The SF-36 was administered face to face by the researcher, and there was 100% retrieval. SF-36 responses vary from dichotomous (yes or no) to a sixpoint verbal rating scale (ordinal). All items in this tool were scored on a scale of 0 to 100, with 100 representing the highest level of functioning possible. Aggregate scores were compiled as a percentage of the total points possible. The scores from those questions that address each domain of functional health status were aggregated and then averaged, to arrive at a final score within each of the 8 domains. Also, the duration of onset of LBP of respondents was retrieved through their hospital files to determine their CCM.
Data analysis procedure
The data obtained from this study were analysed using both descriptive and inferential statistics. The marital status and clinical characteristics of morbidity of participants (acute, subacute and chronic) were summarized using frequencies and percentages, while mean and standard deviation were used to describe domains of HRQoL. The relationship of marital status and CCM with HRQoL was analysed using Pearson's product moment coefficient of correlation. All analyses were performed at the 0.05 alpha level using Statistical Package for the Social Sciences (SPSS, version 20.0).
Results
The results are presented in Tables 1 and 2 . The results of this study showed that most participants were married (61%) and the majority of the participants had chronic LBP (59%). Also, CCM were found to correlate inversely with all domains of HRQoL except ME, though that was insignificant (p>0.05), but it may indicate that patients with chronic LBP are prone to have worse HRQoL. However, a proportionate but insignificant relationship was found between marital status and domains of HRQoL except in PF and RP, implying that subjects who are married have better HRQoL.
Hypothesis testing Hypothesis 1
Marital status will have no significant correlation with HRQoL in patients with LBP.
Findings from this study indicated no significant relationship (p>0.05) between marital status and all domains of HRQoL. Therefore, the null hypothesis is retained and any relationship noted can be attributed to chance, indicating that marital status is not a predictor of HRQoL in patients with LBP.
Hypothesis 2 Clinical characteristics of morbidity (CCM) will not associate significantly with HRQoL in patients with LBP.
Clinical characteristics of morbidity were not found to associate significantly (p>0.05) with HRQoL; hence the null hypothesis is retained. This means that chronicity of LBP does not predict HRQoL in subjects with LBP. n -frequency within a group or subgroup, % -percentage within a group or subgroup, M ± SD -mean ± standard deviation, CCM -clinical characteristics of morbidity, HRQoL -health-related quality of life, GH -general health perceptions, PF -physical functioning, RP -role limitations due to physical health problems, RE -role limitations due to emotional problems, SF -social functioning, BP -bodily pain, ME -mental health, and VT -vitality
Discussion
Marital status was found in this study to have a direct correlation with HRQoL, although it was insignificant, implying that being married would result in a better HRQoL. Being married suggests care and support from spouses. There is continuous support and care for each other; such support could include reminding the spouse of ingestion of medication at the right time, support in settling hospital bills, and reminding about activities to be carried out and those to be avoided; all these would go a long way to improving the HRQoL. Previous studies have reported similar findings, suggesting that marital status influences HRQoL in LBP patients [8, 12, 16] .
The inverse relationship between CCM and HRQoL suggests that having acute LBP is associated with better HRQoL. Chronic LBP is characterized by disabling and devastating lifestyle, and this might suggest why better HRQoL is seen in acute LBP patients in this study. This finding is supported by a study reporting that chronicity is one of the insignificant factors posited to influence delays in seeking treatment and, consequently, to adversely affect HRQoL [27] . Many studies have reported that CCM are significant correlates of HRQoL in patients with LBP [9, 17, 21, 23, 24] , thereby contrasting with the finding of this study where it was found to be insignificant. These contrasting findings might be a result of variation in study methodology including subject characteristics, differences in measuring instruments of HRQoL, etc.
Conclusions
Clinical characteristics of morbidity (CCM) and marital status were found to associate disproportionately and proportionately respectively with almost all domains of HRQoL, but they could not determine HRQoL of patients with LBP.
It is expected that the findings of this study:
• May help clinicians during clinical decision making by enabling them to take into consideration the physical, social and mental effects of CCM and marital status in the management of patients with LBP, thereby enhancing clinical outcome.
• Might also serve as an index for the government in healthcare and policy making as it indicates the relationship of CCM and marital status with HRQoL among LBP individuals. 
